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Letters

Reaching Every District (RED) 
approach: a way to improve 
immunization performance
In their paper,  Victora et al.1 show 
that “child survival interventions are 
inequitably distributed within low- and 
middle-income countries”. Areas of 
greatest need were not prioritized, and 
expansion of these health programmes 
in more difficult areas has tended to be 
delayed or postponed. In response, we 
wish to share some results and propose 
a way forward based upon experiences 
with immunization programmes.

Immunization programmes around 
the world have recognized and strived 
to reduce inequity for many years. 
While Universal Child Immunization 
(UCI) of 80% coverage was achieved in 
1990, this merely emphasized the need 
to balance the inequalities within and 
between countries. Accordingly, several 
approaches were adopted. The “high 
risk approach” was designed in the mid-
1990s to reach women in underserved 
areas with tetanus toxoid immuniza-
tion using a campaign-style approach.2 
District level microplanning has been 
the cornerstone of the polio eradica-
tion and measles elimination initiatives, 
to maximize the delivery of vaccines 
to all districts, especially underserved 
populations. District-level coverage 
and disease surveillance data are now 
routinely collected in most countries, 
with reporting of selected indicators to 
the global level since 2000.

In 2002, the Reaching Every 
District (RED) approach was developed 
and introduced by WHO, the United 
Nations Children’s Fund (UNICEF) 
and other partners in the GAVI Alliance 
to improve immunization systems in 
areas with low coverage. Far from being 
a programme, or separate initiative, 
the approach outlines five operational 
components that are specifically aimed 
at improving coverage in every district:

re-establishment of regular outreach •	
services;
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supportive supervision: on-site •	
training;
community links with service •	
delivery;
monitoring and use of data for •	
action;
better planning and management •	
of human and financial resources.3

The RED approach encourages coun-
tries to use coverage data to make an 
analysis of the distribution of unim-
munized infants, and thereby prioritize 
districts with poor access and utiliza-
tion of immunization, while districts 
are encouraged to make microplans to 
identify local problems and adopt cor-
rective solutions.

Since 2003, 53 developing 
countries have started implementing 
RED to various degrees, mostly in 
Africa and south and south-east Asia.4 
All 53 countries belong to the groups 
of lower income and lower-middle 
income countries, as per World Bank 
classification. In 2005, an evaluation of 
5 countries in Africa that had imple-
mented RED found that, in 4 of the 5 
countries, immunization coverage had 
increased since the implementation 
of RED, and that the proportion of 
districts with DTP3 (three-dose diph-
theria, tetanus and pertussis vaccine) 
coverage above 80% had more than 
doubled.5 The number of unimmu-
nized children in these 5 countries was 
reduced from 3 million in 2002 to 1.9 
million in 2004. Interestingly, the re-
port notes that outreach services, one of 
the five components of RED, were of-
ten used to deliver other interventions 
beyond immunization, such as Vitamin 
A, antihelminthic drugs or insecticide-
treated bed nets. This indicates that 
implementation of RED components 
may start to have an impact beyond 
immunization services alone.

An analysis of coverage data sup-
ports the findings of the evaluation in 
Africa. It shows that in the 53 countries 
that started to implement RED be-
tween 2003 and 2005, DTP3 coverage 

(as estimated by WHO and UNICEF) 
increased between 2002 and 2005 in 
34 (64%) countries, and decreased in 
only 7 (13%).6

Although these data need to be 
interpreted with caution, since RED 
implementation has not been nation-
wide in many countries, they seem 
to indicate that where RED is imple-
mented, it can help to reduce gaps in 
immunization coverage. We agree with 
the suggestion of Victora et al. regard-
ing the need for information systems 
and training. Most of the 53 countries 
we refer to have functional immuniza-
tion information, logistics and supply 
systems and have implemented district 
training, often using funds from the 
GAVI Alliance. Furthermore WHO, 
UNICEF and other partners at country 
and regional level have been closely 
involved in guiding countries adopt-
ing the RED approach to reach the 
unreached. We believe that the RED 
approach of district microplanning 
based upon local data using simple op-
erational components and supported 
by supply and logistics has the poten-
tial for the successful delivery of other 
child health interventions, especially 
during outreach.  ■

Jos Vandelaer,a Julian Bilousb  
& Deo Nshimirimanac
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Health insurance in sub-
Saharan Africa: a call for 
subsidies
De Allegri et al.1 rightly describe low 
enrolment as a principal problem re-
lated to the functioning of community 
health insurance (CHI) in sub-Saharan 
Africa. Furthermore, they identify a 
set of important factors affecting the 
decision to enrol. Nonetheless, on re-
flection about the evidence established 
by this paper and related research, I 
would like to suggest some additional 
considerations.

First of all, the described (and not 
too surprising) fact that the education-
al and, importantly, the socioeconomic 
status of a household play predomi-
nant roles in the decision of whether 
to enrol in health insurance is depicted 
by a series of articles2 as well as several 
systematic article reviews.3 Some of 
them are quoted by the authors them-
selves.4,5

Second, the consistency of this ob-
servation and the clear-cut cause–effect 
relationship between socioeconomic 
well being and the readiness to embark 
on an expenditure (be it for health 
insurance or anything else) allow the 
conclusion that wealth is a fundamental 
predictive factor for enrolment into 
health insurance.

Third, if then poverty can be under-
stood as a risk factor for not embarking 
into health insurance, the discussion 
around an insurance approach for the 
poor should focus very much on the fol-
lowing three questions: What percent-
age of the population targeted by the 
envisaged or existing insurance scheme 
are too poor to enrol on their own? By 
which kind of corrective measures can 
they be included? What consequences 
do these measures have for the financial 
viability of the scheme?
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Two recent analyses from Ghana6 
and Rwanda7 suggest that the capacity 
of households to contribute financially 
is so weak that the dual objectives of 
mobilizing significant resources for 
health on one side, and of covering a 
large percentage of the targeted rural 
population on the other, are mutually 
exclusive. That is to say that insur-
ance schemes requiring a contribution 
of little more than a few US dollars 
per year are beyond the reach of the 
majority, but they still do not allow 
the financing of reasonable (and thus 
attractive) health services! Furthermore, 
schemes charging about ten times such 
an amount are still affordable by a con-
siderable minority of the population 
and maximize resource mobilization in 
absolute terms. This phenomenon is 
explained largely by the highly skewed 
distribution of wealth in the settings 
studied (as expressed equally by a high 
Gini coefficient). This finding seems to 
be one of the main reasons underlying 
the aforementioned low enrolment rate 
scrutinized by De Allegri et al. In many 
countries in sub-Saharan Africa, health 
insurance schemes might find them-
selves in a tragic situation: Depending 
on the design, people are either unable 
to pay for the schemes, or the schemes 
are unable to pay for the envisaged 
services.

Therefore, it is suggested that 
future research go beyond the identifi-
cation of additional predictive factors 
for health insurance enrolment. If 
health insurance is to cover broader 
population strata in sub-Saharan 
Africa and to assure satisfactory health 
services, schemes will require continu-
ous and long-term subsidies to bridge 
the gap between household capacity 
to contribute financially and the real 
costs of health care. The development 
of approaches addressing this dilemma 
should be considered as a research 
priority. They might include initiatives 
of north–south risk pooling as between 
the Netherlands and Ghana.8 This ne-
cessity is underpinned by the capacity 
of health insurance to formalize social 
protection and to create a market 
between health service providers and 
their “customers”, simultaneously 
alleviating poverty and empowering 
communities. Yet, available evidence 

points out that to play these roles, 
health insurance needs subsidies.  ■

Andreas Kalk a
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Anti-tuberculosis medication 
side-effects constitute major 
factor for poor adherence to 
tuberculosis treatment
Two significant issues that require 
further clarification in Garner et al.’s 
stimulating paper (Promoting adherence 
to tuberculosis treatment 1) are the impact 
of medication side-effects on treatment 
adherence as well as how adherence 
to tuberculosis (TB) chemotherapy 
should be defined and monitored. 
The treatment regimen recommended 
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within the DOTS approach is as-
sociated with significant side-effects. 
Side-effects such as hepatitis, dyspepsia, 
exanthema and arthralgia were respon-
sible for termination of therapy in up 
to 23% of patients during the intensive 
phase.2 Medication side-effects were 
also found to be significantly associ-
ated with defaulting.3 At Kyrgyzstan 
prisons, where the author worked as a 
TB doctor in early 2007, medication 
side-effects were among the most com-
mon reasons for patient non-attendance 
at DOTS clinics. The author observed 
similar non-attendance and defaulting 
trends among community-based TB 
patients in northern Nigeria during the 
1990s. The side-effects profile of TB 
chemotherapy is magnified in patients 
with concurrent HIV treatment and/
or prior history of hepatitis,4 and those 
being treated with second-line drugs for 
multidrug-resistant TB, during which 
as many as 86% of patents may develop 
medication side-effects.5,6 To minimize 
the adverse impact of medication side-
effects in TB treatment adherence, it 
is important that TB health staff are 
adequately trained on their recogni-
tion and management. Such training 
should include how to provide concise 
pretreatment counselling to patients 
on possible side-effects of treatment.7 
It is also important that medications 
for managing side-effects should be 
ordered concurrently with the ordering 
of anti-TB chemotherapy to facilitate 
timely and adequate treatment of such 
side-effects.

The DOTS strategy contains ele-
ments of adherence and compliance. 
While these terms were initially used 
synonymously and are still commonly 
used interchangeably in TB literature, 
they have subtle but noteworthy signifi-
cant differences. The term “adherence” 
(or “patient-centred compliance”8) 
refers to the extent to which patients 
follow a prescribed regimen. It im-
plies a more active and collaborative 
involvement of patients working with 
health-care providers in managing their 
treatment. “Adherence” is currently 
preferred to “compliance” in medical 
literature as it portrays a more respectful 
and active role of the patient in disease 

management. It captures the increas-
ing complexity of TB chemotherapy by 
characterizing patients as independent, 
intelligent and autonomous people who 
take active and voluntary roles in defin-
ing and pursuing goals for their medical 
treatment. The extent of treatment 
adherence may be facilitated by positive 
or negative attributes related to health 
system, social/family issues, personal fac-
tors, and drug factors (e.g. medication 
side-effects are negative drug attributes 
while a fixed-dose combination is a 
positive drug attribute in relation to 
treatment adherence). Empowerment 
of people with TB, and communities, 
through advocacy, communication and 
social mobilization as well as patient and 
community participation in TB care 
are important in facilitating treatment 
adherence using the DOTS approach.9

In exceptional situations, the 
DOTS approach of facilitating adher-
ence might not achieve its objectives, 
since patients need to make themselves 
available for treatment and are less 
likely to do so if they are imprisoned, 
suffer medication side-effects or experi-
ence homelessness, drug addiction, 
unemployment or alcoholism.4,10 In 
Kyrgyzstan prisons, the practice of self-
administered anti-TB treatment on 
weekends was discontinued in March 
2007 due to repeated documented 
evidence that many patients were 
trafficking their weekend TB medica-
tions, despite concerted efforts aimed 
at enhancing patient empowerment 
and peer support.

The most cited definition of treat-
ment compliance is by Haynes – “the 
extent to which a person’s behaviour (in 
terms of taking medication following 
diets, or executing lifestyle changes) co-
incides with medical or health advice”.11 
“Compliance” may be used to describe 
the “right of public health authorities to 
demand adherence”1 such as by compel-
ling patients to take TB chemotherapy 
using Public Health Detention Orders.12 
Or it may be used as a framework 
to evaluate adherence. For example, 
patients who adhere to TB medication 
as prescribed 95% of the time are said 
to demonstrate high compliance, while 
patients who adhere for 40% of the time 
are said to demonstrate low compliance.

The World Health Organization 
defines a TB treatment defaulter as a 
patient whose treatment was inter-
rupted for two consecutive months 
or more. It indicates a closure of the 
current treatment, and documents that 
patients’ compliance has been 0% for 
so long. As with HIV treatment, TB 
therapy requires high (> 90%) compli-
ance to facilitate cure. Good adherence 
results in high compliance and absence 
of treatment default. Default rate is a 
crude approach to adherence monitor-
ing, since it does not really reveal why 
the patient interrupted treatment for 2 
or more consecutive months. Promptly 
implementing compliance assurance 
measures provide for better adherence 
monitoring than defaulter tracing, pro-
vided that a baseline compliance level is 
set at which investigation of the reasons 
for poor adherence can be undertaken. 
Currently at the Kyrgyzstan prison TB 
project, we undertake investigation of 
reasons for poor adherence if a patient 
misses at least two doses of anti-TB 
treatment in a week. This “patient con-
tact” baseline period is in line with the 
maximum duration of non-adherence 
that will adversely impact on the ef-
ficacy of treatment.13  ■

Niyi Awofesoa
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Response to opt-out approach 
to prevent mother-to-child 
transmission of HIV
I read with great interest the paper 
on routine HIV testing for pregnant 
women in Zimbabwe by Winfreda 
Chandisarewa et al.1 The paper reported 
a significant increase in the acceptance 
of PMTCT (preventing mother-to-
child transmission) services such as 
HIV testing, counselling and follow-up 
after the introduction of routine HIV 
testing (“opt-out” approach).

However, the conclusion that the 
opt-out approach for HIV testing was 
operationally feasible and acceptable 
to all women, and that HIV-infected 
women reported relatively low levels of 
spousal abuse and other adverse social 
consequences, seems to be overstated. 

a  Bureau of International Cooperation, International Medical Center of Japan, Toyama 1-21-2, Shinjuku-city, Tokyo, Japan.
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Results from a survey of the tested 
mothers indicated that approximately 
10% of those women who disclosed 
their test results still experienced 
negative effects. These findings hardly 
indicate “low levels of spousal abuse 
and other adverse social consequences” 
in consideration of these women’s 
personal safety.

It is necessary to evaluate the opt-
out approach for HIV testing by com-
paring the incidence of adverse effects 
with mothers who opted-in to HIV 
testing to conclude whether the benefit 
of the opt-out approach outweighs the 
risk. More importantly, more attention 
must be paid to the issue of domestic 
violence by partners after disclosure, 
since many cases have been reported in 
African countries.2–4 In addition, the 
authors should show the percentage 
of those mothers who had been tested 
and counselled before the study period. 
As the majority of mothers in the study 
were reportedly multiparae, they might 
have been tested for HIV in previous 
pregnancies. Mothers re-tested during 
the study are likely to have experienced 
fewer negative effects.

Moreover, I would like to suggest 
that the authors provide more infor-
mation on the role of the community 
mobilization activities conducted 
before the introduction of the opt-out 
approach. Barriers and predictors to 
HIV testing have been investigated to 
improve the acceptance of HIV testing 
in PMTCT services.5,6 This research 
shows that community activities play an 
important role in clearing some of the 
barriers to testing and counselling ser-
vices, therefore providing an entry point 
to prevention and care services includ-
ing PMTCT. These activities, together 
with high-quality counsellors, might 
have contributed to increasing the ac-
ceptance of HIV testing and counselling 
and to reducing its adverse effects.

The contents of the community 
mobilization activities, including male 
involvement, could be analysed more 
and shared with readers, so as to provide 
a good model to commencing provider-
initiated HIV testing and counselling 
(PITC) in other areas.

There have been a lot of argu-
ments about human rights and HIV 
testing. However, I would like to stress 
that we need more good practices with 
successful increased uptake of PMTCT 
services and minimal negative impact, 
so as to provide practical ideas for the 
adaptation of the WHO guidelines on 
PITC at country level.7 The activities 
outlined in this study, especially those 
conducted in the community, could 
help to provide such ideas.  ■

Kazuhiro Kakimotoa
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Fig. 1. Percent change in use of oral rehydration therapy during the two most recent Demographic and Health Surveys, 1992–2005
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Declines in case management 
of diarrhoea among children 
less than five years old
In the January 2007 Bulletin, Forsberg 
et al. present an elegant analysis of the 
trends in diarrhoea case management 
using data from national Demographic 
and Health Surveys (DHS) from 1986 

to 2003.1 They conclude that despite 
global efforts to promote appropriate 
diarrhoea management during this time, 
only slow progress has been made in the 
proportion of children treated with oral 
rehydration salts (ORS), recommended 
home fluids (RHF) or increased fluids. 
The proportion of children given 
continued feeding during diarrhoea 
episodes actually decreased.

Forsberg et al. examined trends 
in diarrhoea management over all 
DHS surveys conducted from 1986 to 
2003. Since the time horizon of their 
analysis encompasses the late 1980s 
and early 1990s, when national and 
global Control of Diarrhoeal Disease 
programmes were quite active, and 
the period in the second half of the 
1990s when these transitioned into 
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the Integrated Management of Child-
hood Illness programme, we believe 
that the small increases in ORS, RHF 
and increased fluids reported do not 
accurately represent the current trend in 
diarrhoea management. To inform fu-
ture programmatic strategies, we sought 
to determine the most recent trends in 
diarrhoea treatment by reviewing DHS 
data on management of diarrhoea 
among children < 3 years old in the 
34 countries that conducted a DHS 
survey between 2000 and 2005 (avail-
able at: http://www.measuredhs.com). 
We calculated the absolute difference 
between the percentage of children with 
diarrhoea who were reportedly given 
ORS, RHF or increased fluids during 
the most recent DHS survey (2000 to 
2005) and the preceding DHS survey 
(1992 to 2000) and found declines in 
the use of ORS, RHF or increased flu-
ids in 23 (68%) of 34 countries, ranging 
from < 1% (Rwanda) to 32% (Kenya 
and Nigeria) (Fig. 1). Eleven countries 
experienced declines greater than 10%.

Children with diarrhoea who are 
not given ORS, RHF or increased flu-
ids may be given the same amount of 
fluids as when they are well, a reduced 
amount of fluids or no fluids at all. In 
surveys conducted in or after 2000 in 
43 countries, a median of 29% (range: 
5–83%) of children actually received 
reduced or no fluids during a diarrhoea 
episode. Forsberg et al. report an annual 
decrease of 0.64% for this indicator. 
However, of 32 countries where this 
indicator was measured during both of 
the most recent surveys, 27 (91%) ex-
perienced increases in the proportion of 
children < 3 years old receiving reduced 
or no fluids during diarrhoea episodes, 
with increases ranging from < 1 to 64% 
(median 10%). The median annual 
change in the proportion of children 
with diarrhoea receiving reduced or no 
fluids was an increase of 1.4% (range: 
–2% – 13%).

Declines in use of rehydration 
seem to occur despite overall improve-
ments in awareness of ORS. In the 40 
countries having DHS surveys in or 
after 2000 and in which this indicator 
was measured, a median of 89% (range: 

46–98%) of mothers of children with 
diarrhoea knew about ORS. Of 30 
countries where this indicator was mea-
sured during both of the most recent 
surveys, 17 (57%) experienced increases 
in the proportion of mothers aware 
of ORS. The median increase in the 
proportion of mothers aware of ORS 
was 11% (range: < 1–33%).

Our analysis confirms Forsberg’s 
finding of a downward trend in the 
practice of continued feeding during 
diarrhoea. In the 42 countries having 
DHS surveys conducted in or after 
2000 and in which this indicator was 
measured, a median of 52% (range: 
37–67%) of children received reduced 
or no food during a diarrhoea episode. 
Of 30 countries where this indicator 
was measured during both of the most 
recent surveys, 17 (57%) experienced 
increases in the proportion of children 
< 3 years old receiving reduced or no 
food during diarrhoea episodes. The 
median increase in the proportion of 
children with diarrhoea getting reduced 
or no food was 8% (range: 2–31%).

The decline in appropriate diar-
rhoea case management at the house-
hold level is likely multifactorial. The 
well-deserved recent growth in attention 
and resources accorded to diseases such 
as HIV/AIDS, tuberculosis and malaria 
has not been matched for other leading 
causes of childhood death, including 
diarrhoea.2 The shift away from verti-
cal, disease-specific public health pro-
grammes during the past decade towards 
more integrated approaches, which have 
been primarily implemented at health 
facilities and among health-care work-
ers, may have resulted in gaps in promo-
tion of basic diarrhoea case management 
at the community level.3 As Forsberg et 
al. point out, increased knowledge does 
not necessarily result in an improvement 
in practices. Thus, efforts to increase ap-
propriate diarrhoea management must 
concentrate on behaviour change in the 
community and household, targeting a 
variety of caretakers involved in treat-
ment decisions.

To better understand these changes, 
we are undertaking quantitative and 
qualitative research to investigate the 

determinants of diarrhoea treatment 
by caregivers and health-care workers 
in Kenya, which has seen a substantial 
reduction in use of rehydration therapy. 
We encourage colleagues to undertake 
similar investigations in other countries 
showing evidence of declines in appro-
priate diarrhoea management.

We congratulate Forsberg et al. 
for highlighting the lack of progress 
in diarrhoea case management. Our 
additional findings underscore the dis-
turbing fact that diarrhoea management 
behaviours are actually worsening in 
some countries. These findings indicate 
the possibility of losing ground on oral 
rehydration therapy, one of the simplest 
and most affordable public health in-
novations of the past century. Without 
swift corrective action on multiple 
levels (community-based behaviour 
change, national and global funding 
and policy), we may indeed see reversals 
in the dramatic decline in diarrhoea 
mortality of the past 20 years, a decline 
frequently attributed to the advent of 
oral rehydration therapy.4 Renewed 
commitment to decreasing the highly 
preventable and treatable infant and 
child mortality from diarrhoea, which 
remains at 2 million deaths annually, is 
long overdue.  ■
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